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Agenda item
Publ i ¢ comment

MR. ZESK: First of all, I want to introduce nyself. M nane is
Ed Zesk. | amthe president of Aging 2000, a non-profit consuner
organi zati on based in Rhode Island that nmany people feel is a
nodel for this Medicare consuner coalition concept.

| also amthe secretary-treasurer of the National Coalition
of Consuner Coalitions on Aging who are involved in helping to
devel op this proposal, and chair the commttee on Medicare
managed care.

| also serve as a nenber of the Advisory Panel on Medicare
Education that was created by the Bal anced Budget Act to advise
the Secretary of Health and Human Services and the Adm nistrator
of the agency fornmerly known as HCFA on issues relating to
Medi care educati on.

" mvery di sappoi nted and sonewhat surprised at the
recommendation fromstaff on this issue. | was actually at that
nmeeting on July 17th and while | think there was a | ot of
guestions being raised, sonme of those questions indicated that
menbers of that group hadn't actually read the feasibility study.
| won't disagree with the staff assessnent that the mgjority of
peopl e were opposed to it, but | don't feel that adequate
di scussion and answers to sonme of those questions had an
opportunity to take place. And | wi sh that sone of the authors
of that report had been there in the roomat the tine.

One of the recomendations, |'ve been asked by the fell ow
menbers of the Panel on Medi care Education, to chair the
commttee to draft our report to Secretary Thonpson and
Adm nistrator Scully on the status of Medicare education
currently in this country. And | have to tell you that the
situation is very Dbl eak.

I nformation that we've received, testinony that we've
received fromplaces |ike Kaiser Fam |y Foundation indicate that
the majority of Medicare beneficiaries don't understand the
Medi care program nuch | ess the choices that are being offered to
them And that fully 50 percent of Medicare beneficiaries
currently enrolled in managed care plans don't know that they're
i n managed care pl ans.

Now we think that the national Medicare education programis
woef ul | y underfunded, and that CM5 has done a great job with
[imted resources in what it has been able to do. But the idea
here of the Medicare consunmer coalition is to | everage existing
resources out in the community that not only can do a better job
of hel pi ng Medi care beneficiaries understand the choices that are
available to themin that marketplace in much greater detail than
any centralized information source is going to be able to provide
them but also to protect the vul nerable popul ations. People
with low literacy, cultural issues, |anguage issues, who through
coalitions of consumer organizations that already represent them
that they trust can be a source of information for them that's
going to help themnmake a truly informed decision

W're not there yet. W're not even close to being where we
want to be on this issue. But unless we take advantage of those



resources, there's never going to be enough noney to do a fully
adequat e j ob.

Now on the issue of having the sophistication or expertise
to be able to negotiate, on ny board of directors are exanples of
the kinds of resources I'mtalking about. 1've got a retired
bank president who was deputy treasurer of the state of Rhode
| sl and, the fornmer deputy director of health, the fornmer chief
policy advisor to the governor, a senior partner in the biggest
law firmin the state, many physicians and nurses. Certainly the
expertise is there to be able to represent consuners.

These ki nds of purchasing cooperatives already exist. |If
you're a retiree of General Motors or if you're a retired nenber
of a union, you' ve already got sonebody using the buying power of
your fellow nmenbers or your fellowretirees to negotiate with
heal t h pl ans.

Wiy is it that just because you' re a Medicare beneficiary
who didn't retire fromthe big corporation, or weren't a union
menber, that you wouldn't have access to having that kind of
| ever age?

| would correct one point that was nade before. This is a
strictly voluntary purchasing cooperative idea. Anybody can
join. And anybody can join at any tine.

So in answer to the question of whether or not we could, for
exanple in a state |like Rhode I|sland, get enough people to join a
vol untary purchasing cooperative that would allow us to sit down
and negotiate for coverage, cost issues with health plans,

Medi gap i nsurance, long-termcare insurance providers, and
pharmacy benefit managenent conpanies, | assure you that we
could. And we're not asking to do this around the country.
We're saying let us do sone very limted denonstration projects
in selected communities where the ability is already there to do
it, overseen by CMS.

Thank you.

MR. BEDLAN: Good norning. |'m Howard Bedlan. | also
attended the neeting on the 17th. |1'mthe vice president for
public policy and advocacy w th NCOA.

First, | do appreciate the opportunity to coment before a
decision is made. | think that's the appropriate process
personal | y.

| do want to first respectfully disagree with the concl usion
that it was a 90/10 split. | don't personally think that was
accurate. | do think there were a ot of concerns that were
raised, which is in |arge part the purpose of the neeting, so
that those concerns could be put on the table. | think that a
| ot of the responses, in terns of how you design these, would
respond quite effectively to the concerns that were raised.

| have not had an opportunity to see the Mathematica report
so | can't comrent specifically. But |I do want to at | east
respond to what we have seen, which was the bulleted points
earlier.

| would argue there are four issues that have primarily cone
up on the 17th, and fromthe presentation that we saw today.
Nunmber one is what is the val ue added of these kinds of
coalitions. Nunber two was on the information side, how they



m ght interact with the state health insurance prograns. The
third had to do with an issue that was debated quite a |lot on the
17t h, whether there would be a conflict if the same entity did
the information and purchasing function. And finally, the
stability and the nunbers in terns of a purchasing coalition.

In terns of value added, | do think, as ny boss nentioned

earlier, the fact that these would be non-governnental entities
woul d certainly be a value added, in terns of their greater
flexibility, the onmbudsman and advocacy role that they would be

able to take that SHI Ps are not currently able to provide.
think the distribution networks of |large coalitions would
signi ficant enhance the nunber of individuals who got good
i nformation.

While this could happen today, it's not happening for the

nost part. | think we need to think about why it's not
happeni ng.
Third, in contrast to the staff's conclusion, | think this

woul d i nprove coordination. That's certainly the purpose. W
woul d hope that this would be bringing together all of the
di fferent conponents and nake it a | ot easier and inprove
coordi nation significantly.

And finally, | think these could be used to | everage private
dollars. The question was raised in terns of the funding.
think it's our view that we woul d be requesting sone relatively
nodest startup costs. By virtue of having a broad base of
organi zations involved in this, we believe that we would not have
to rely upon governnment dollars for very long, and that we could
eventual |y | everage other dollars, including sonme nodest fees
fromindividuals. W certainly would propose that those fees be
wai ved for |ower inconme individuals.

I f you | ook at the one-pager that we did provide, and | hope

you do get a chance to look at it before tonmorrow, we do -- for
exanple, on the information coalition side, propose two separate
denonstrations for information coalitions. |'maquoting: "one

that authorizes and funds the State Health I nsurance Prograns to
formand | ead the coalitions, and another that includes the SHI Ps
as nmenbers of the coalition along with other groups."”

So we certainly recognize the inportant role that SH Ps
woul d play. And we would argue that we need to test those two
di fferent kinds of nodels.

Wth regard to purchasing coalitions briefly, I do think
there is experience out there right now M nnesota Seni or
Federation is one exanple. Another group who is very interested
inthis is the Coalition of Wsconsin Aging G oups, who represent
overall over 125,000 individuals. These are groups that have
been around for a long tine. M nnesota Seni or Federation began
in 1973. Wsconsin Aging Goups was 1978. They are stable, they
are certain. They have devoted nenbers. They're well respected,
and we do think they could do a great deal in this arena.

Wth regard to the adverse selection issue, |let ne just
guote briefly fromthe feasibility study which was referenced.
think it's a legitimte concern, the adverse sel ection issue, by
the way. "The track record with comunity-based seni or
organi zations is that they direct nuch of their information and



advocacy prograns to the nore vul nerable seniors. Hence, it's
uncl ear whet her Medi care consuner coalitions would form

menber ship groups that are nore or |ess healthy. Consuner
coalitions can contribute to solving the risk selection problem
by openi ng nmenbership to all w thout economi c barriers, keeping
cl oser tabs on the health status and needs of its nenbers, and
exerting a countervailing consunmer force to providers marketing
to healthy seniors.”

We woul d suggest that the information coalitions be separate
and distinct fromthe purchasing coalitions.

And | think I would like to end with a quote froma Health
Affairs piece from Septenber/October 2000 that Dr. Reischauer
aut hored along with Len Nichols. "The question before
pol i cymakers is whether information about the consequences of
alternative refornms can be gathered fromcarefully inplenented
and eval uated denonstrations. |If not, refornms will have to be
i npl enented cold turkey and di sruptive adjustnents and
corrections wll have to be made after the fact."

Thank you.

MR. HACKBARTH: Any other public coments? Let nme enphasi ze
t hat anything we tal ked about this norning is open to public
comment. Any ot hers?

MR. CONNELLY: Good norning nenbers of the Comm ssion. M
nanme is Jerry Connelly, I'"'mwth the American Acadeny of Famly
Physicians. 1'd like to make just a couple of comrents relative
to the portion of your discussion this norning that applied to
gqual ity inprovenent standards in the Medicare+Choice and the
traditional fee-for-service program

|"d like to begin by underscoring one comrent that Dr.
Wakefield nmentioned relative to collecting data only one tine or
at one intervention. | think that it's very inportant, when we
tal k about using this data that has really been designed for
clinical information, for outcomes purposes or other kinds of
pur poses such as measuring quality.

| think that it's inportant that we be careful not to
over burden an al ready overburdened physician and supplier group.
The information that you collect, not only should it be collected
inm viewone tinme, but it should be specific and it should be
relevant to the patient care, the patient experience, to the
quality of that care that is delivered. But beyond rel evance, it
should be valid and it should be reliable. Therefore, it should
have sone scientific basis and it nust be referenced in the
literature.

| think what we need to caution ourselves relative to the
information that Dr. Reischauer nentioned, in that sonetines this
data, as it is reported, can be interpreted i nappropriately by
the user or by the potential user, or people who have access to
the information such as, in this case, the consuner. The
i nproper interpretation of patient satisfaction information, for
exanple, is well docunented because in many cases -- or | should
say in sone, if not frequent cases, a patient has an expectation
of receiving a certain kind of care that is not necessarily
scientifically valid and reliable. And when they do not receive
that kind of care, such as an x-ray in the face of |ow back pain,



or antibiotics in the face of a cold, then the patient
satisfaction that is reported with that experience isn't as high
as it would be had they received sonething that wasn't
necessarily valid and reliable in the scientific information.

So | think that it's inmportant not only to collect this
i nformati on once, but at |east pay sonme senblance of attention to
those kinds of issues that |I've nentioned here relative to
reliability and the basis in scientific fact.

Thank you.
MR. HACKBARTH: Thank you. That's it for this norning.
We' || break for lunch and we'll return at 1:30.

[ Wher eupon, at 12:51 p.m, the neeting was recessed, to
reconvene at 1:30 p.m, this sanme day.]



